down when nursed; any external stimulus starts the choreiform movements again. She makes no attempt to speak, other than a cry. She can see, and when reaching out for an object makes several attempts before getting hold of it. She eats solid food and swallows without choking. The head circumference is 171 in. The respirations are irregular and sometimes slightly stertorous. The pulse is irregular and rapid.
Nervous system: Optic disks.-It has not been possible to make a thorough examination without an anaesthetic. The disks show no gross lesion. Knee-jerks increased. Plantar reflexes variable. Tendo Achillis jerk present.
Wassermann test: Blood and cerebro-spinal fluid negative. December 20, 1918: Symptoms less marked, but still present. The movements when intentional assume the coarse tremor. Patient does not respond to any questions or remarks, and makes no attempt to speak. Temperature remains normal. General condition unchanged. January 24, 1919: Symptoms less marked except for occasional outbursts of increased excitement, lasting for a short period.
The diagnosis of this case is obscure. The type of movement, especially as noted early on in the illness, with the lack of acute symptoms, are suggestive of a myoclonus. The fact that the disease has remained stationary is also in 'favour of a myoclonus rather than an encephalitis.
Case of Pseudohypertrophic Muscular Paralysis in a Girl, aged 10 years.
HISTORY of present illness: January 1, 1919.-Nine months ago the mother noticed that the child (a girl, aged 10 years), dragged the right foot slightly. She had no pain and was otherwise well. The patient has bee4 going to school up to the present. She has found a slight difficulty in walking, and is apt to stumble when running. She says she finds it hard to get upstairs. The left leg is said to have been affected for the last nine months; she drags with both her feet. No weakness of arms has been noticed. Her general health is fair. She bas been a healthy child, and has had no other illnesses except measles.
Family history: Seven children. All strong and healthy except the eldest, aged 18 years, who has a deformed back with weakness of legs and left arm. No history of any similar complaint in parents' families.
Condition on admittance: She walks steadily, but tends to sway from side to side. There is 'slight lordosis. She can get up from a lying position without any evident difficulty. Muscular system: The calves are large and hard, especially the left. The vasti externi are much enlarged, giving a curved appearance to the thighs. The shoulders are loose. There is wasting of the lower fibres of the pectoralis major and the latissimus dorsi. The serratus magnus is wasted, and promotes a tendency to winging of scapule. The deltoids are slightly hypertrophied, the left more than the right. The infraspinati are hypertrophied.
The interesting points in the case are: the sex, age, and absence of family history.
DISCUSSION.
Dr. E. CAUTLEY: Has Dr. Poynton considered the alternative of this condition being secondary to encephalitis ? The clonic movements are due to irritation of the cerebral cortex. That seems to be a more probable diagnosis; the case hardly consorts with one of myoclonus multiplex, and there is definite mental deficiency. The comparatively few cases of myoclonus I have seen have shown no sign of menta4 deficiency. Dr. LAPAGE: I can support what Dr. Cautley has said. The onset was sudden, at 2j years of age, and the symptoms are those following some sudden illness. There is mental deficiency: the head is 17 in. in circumference, smaller than that of a normal child of the same age. Though the child can walk and talk, evidently she is not very forward. It looks as if it is likely to be encephalitis.
Dr. F. PARKES WEBER: I think this case is probably analogous to those of so-called " acute tremor" in children, and those of so-called " acute ataxy " in children, both of which are generally due to encephalitis, though not of the same localization.
The PRESIDENT: The acute onset with these symptoms in a child accords with Dr. Cautley's views. It is an unusual distribution for myoclonus multiplex. I should have thought there was very little doubt about its being encephalitis, even though there was no convulsion or definite evidence of such an onset. Dr. BRONSON: Was the percentage of sugar in the blood determined? Hypoglyeaemia in the muscular dystrophies has been reported in a number of cases inw the United States along with a cretinism. The normal sugar content of the blood of 009 per cent. to 012 per cent. is reduced to 0 07 per cent. or even lower. In muscle-wasting of central origin, such as progressive muscular atrophy, or in muscle wasting dWue to disabling disease, such as chronic arthritis, there is a normal amount of blood sugar and no creatin in the urine. The question of some relationship between the insufficient utilization of the muscles of sugar and the deposition in them of fat suggests a defect in the control of the glycogen-sugar metabolism, and further study of the chemical physiology of these cases would be of interest.
